INTRODUCTION {#S0001}
============

The psychological impact of occupational stressors has been widely acknowledged within high risk populations such as the armed forces and firefighting services. This has resulted in improved understanding and awareness of the impact on mental health and wellbeing following repeated exposure to occupational stress. ^[@CIT0001]--[@CIT0004]^ Among professions considered to be at risk, emergency medical staff are vulnerable to psychological distress given daily occupational demands. ^[@CIT0005],\ [@CIT0006]^

Research has identified high stress clinical scenarios, felt helplessness and insufficient recovery time as factors leading to stress. ^[@CIT0007]^ Emergency departments have also experienced increased demand and limited resources. ^[@CIT0008]^ Resource factors have been found to impact on job satisfaction, which has been inversely associated with stress, depression and anxiety. ^[@CIT0009]^

In a study of occupational stress in doctors, Burbeck discussed A&E as a specialty with unpredictable workload, limited resources, violent situations and critical decision making. ^[@CIT0010]^ Limited resources correlate with aggression from patients leading to poor job satisfaction and increased stress. ^[@CIT0011]^

Through screening for psychiatric disorders, Alexander and Klien found poorer mental health in ambulance staff who had experienced a particularly distressing incident in the previous 6 months. ^[@CIT0007]^ Within Northern Ireland, Rodgers found a disproportionately high incidence of mental health disorders in paramedics eligible for early retirement on medical grounds. ^[@CIT0012]^

Of significant concern is the development of subclinical PTSD, more commonly conceptualised as secondary traumatic stress. Secondary traumatic stress responses include symptoms of PTSD along with elevated levels of anxiety, depression, significant impairment in daily functioning and poorer physical health. ^[@CIT0005],\ [@CIT0013]^ Although PTSD relates to individual, personal experience of a traumatic event, it has been established that such events can affect those who come in contact with the distressed victim. ^[@CIT0014]^ In a survey of emergency medical personnel, Mishra found high levels of post-traumatic stress symptoms and in a similar study, 30% of participants reported symptoms associated with PTSD. ^[@CIT0015]^ Emergency personnel have great resilience, however this may not exclusively protect against the effects of regular exposure to critical incidents and recurrent stressors. ^[@CIT0007],\ [@CIT0016]^

Both employees and employers have a great deal to gain from detection of difficulties and early intervention. ^[@CIT0006]^ Given these potential gains, we explored the level of need in Emergency Medicine in a Trust in Northern Ireland.

METHOD {#S0002}
======

Within the Trust, there were two A&E departments and 12 ambulance bases. The study was open to all ambulance personnel, A&E nurses and doctors and support staff (receptionists and porters). Ethical approval was granted from the School of Psychology Research Ethics Committee, on behalf of Queen\'s University Belfast.

Participants & procedure {#S20003}
------------------------

Questionnaire packs were left within each department and completed packs returned to the researcher. There was a total sample N = 107 (*see [table 1](#T0001){ref-type="table"}*).

###### 

Breakdown of N = 107 by profession and grade

  Profession                                  Grade                                N       \%
  ------------------------------------------- ------------------------------------ ------- -------
  Northern Ireland Ambulance Service (NIAS)   Paramedic Clinical Support Officer   27      25.2%
  (CSO)                                       4                                    3.7%    
  Emergency Medical Technician (EMT)          4                                    3.7%    
  Ambulance Care Assistant (ACA)              7                                    6.5%    
  **Total**                                   42                                   39.3%   
  Emergency Medicine Nurses                   Auxiliary                            4       3.7%
  Nursing sister                              5                                    4.7%    
  Nurse Practitioner                          1                                    0.9%    
  Staff Nurse                                 21                                   19.6%   
  **Total**                                   31                                   29%     
  Emergency Medicine Doctors                  Junior grade                         11      10.3%
  Middle grade                                10                                   9.3%    
  Consultant                                  6                                    5.6%    
  **Total**                                   27                                   25.2%   
  Emergency Medicine Support Staff            Receptionists                        4       3.7%
  Porters                                     3                                    2.8%    
  **Total**                                   7                                    6.5%    
                                              **Total Sample**                     107     100%

Each questionnaire pack contained a General Health Questionnaire (GHQ), Secondary Traumatic Stress Scale (STSS) and an Assessment of Need Questionnaire.

### General Health Questionnaire (GHQ-12)

The GHQ-12 is a screening tool used to measure common mental health domains. ^[@CIT0017],\ [@CIT0018]^ The potential score range is 0 -- 36, with higher scores indicative of distress. The current study used mean and standard deviation score findings from Shevlin and Adamson\'s large NI study (N = 4,633) that administered the GHQ-12 to a non-clinical population. Clinical significance was taken as 2SDs above the mean (22.68).

### Secondary Traumatic Stress Scale (STSS)

The STSS is a questionnaire designed to measure intrusion, avoidance and arousal symptoms associated with indirect exposure to traumatic events through professional contact. ^[@CIT0019]^ Higher scores are indicative of greater secondary traumatic stress. Although a recently developed measurement tool, there is evidence of sound psychometric properties of the scale. ^[@CIT0019],\ [@CIT0020],\ [@CIT0021]^

### Assessment of Need Questionnaire

This questionnaire was developed by the authors. It aimed to gather demographic information and to both quantitatively and qualitatively assess participant\'s experience and personal opinion of psychological need. It incorporated Likert scales to allow for comparison and open ended questions to obtain qualitative data.

Participants were asked to use a Likert scale to rate job enjoyment when they first started in emergency medicine, at the current time and also estimate future enjoyment This was used to explore if job satisfaction has an impact on psychological distress. Open ended questions asked about occupational stressors, manifestations of stress and ways to alleviate or support any difficulties.

Data analysis {#S20004}
-------------

Quantitative data was analysed using SPSS (version 20). As there was a small number of support staff who responded to the study (N = 7), their data was removed from statistical analysis due to low representation. Each participant obtained a total GHQ-12 score and a measure of intrusion, avoidance, arousal and a total secondary trauma score. Regression analysis was conducted to assess whether occupation was predictive of outcome. As the independent variable (profession) is categorical, dummy variables were coded.

The assessment of need questionnaire asked participants a number of yes/no questions which were analysed descriptively. New variables were coded from the data rating job satisfaction to represent changes in job enjoyment over time. Data was then compared to the standardised measures of GHQ-12 and STSS using a Kruskal-Wallis test, to explore differences in scores across levels of job enjoyment.

Qualitative data obtained from the assessment of need questionnaire was analysed using thematic analysis, utilising the six phased principles as detailed by Braun and Clarke. ^[@CIT0022]^

RESULTS {#S0005}
=======

 {#S20006}

### General Health Questionnaire (GHQ-12)

The reliability for the scale in the current sample was high (Cronbach\'s alpha = .85). The mean score for GHQ-12 was 14.9 (*SD* = 6.708); the highest mean obtained by staff nurses (*M* = 17.57, *SD* = 6.822) compared to the lowest mean score which was seen within the CSOs (*M* = 9.75, *SD* = 1.258, *see [table 2](#T0002){ref-type="table"}*).

###### 

Showing Means & Standard Deviations for scores on GHQ-12 & STSS (\*No SD available for Nurse Practitioner due to low N)

  Profession                               GHQ-12           STSS (Intrusion)   STSS (Avoidance)   STSS (Arousal)   STSS (Total)
  ---------------------------------------- ---------------- ------------------ ------------------ ---------------- ----------------
  **Junior Dr.**                           16.64 (7.325)    12.45 (4.547)      17.73 (4.941)      13.18 (3.710)    43.36 (11.483)
  **Middle Grade Dr.**                     15.40 (5.060)    11.60 (4.648)      18.00 (5.831)      12.10 (3.900)    41.70 (13.309)
  **Consultant Dr.**                       13.50 (6.317)    8.83 (4.167)       14.83 (7.083)      10.00 (5.292)    33.67 (16.096)
  **Auxiliary**                            17.75 (8.302)    11.25 (4.031)      19.00 (5.831)      12.25 (4.349)    42.50 (13.916)
  **Clinical Sister**                      14.60 (3.715)    11.40 (2.608)      16.80 (2.387)      14.2 (2.950)     42.40 (6.229)
  **Nurse Practitioner**                   13.00\*          11.00\*            18.00\*            14.00\*          43.00\*
  **Staff Nurse**                          17.57 (6.882)    12.24 (3.780)      16.81 (5.724)      13.00 (4.416)    42.05 (13.313)
  **Paramedic**                            13.04 (17.547)   8.22 (3.130)       13.22 (5.618)      9.78 (4.022)     31.22 (11.927)
  **Clinical Support Officer (CSO)**       9.75 (1.258)     9.75 (2.363)       14.00 (1.633)      9.75 (2.500)     33.50 (6.245)
  **Emergency Medical Technician (EMT)**   14.25 (9.50)     13.00 (6.055)      18.00 (9.309)      11.50 (6.807)    42.50 (21.947)
  **Ambulance Care Assistant (ACA)**       14.0 (3.697)     10.14 (3.185)      15.14 (4.059)      11.57 (3.645)    36.86 (10.123)
  **Total**                                14.90 (6.708)    10.60 (4.020)      15.86 (5.641)      11.63 (4.247)    38.09 (13.061)

No group in the study obtained a clinically significant range (defined as 2 standard deviations from the NI mean) however just under a third (31%) of the total sample obtained a score one standard deviation above this norm.

Multiple regression was used to see if profession predicted distress as measured through the GHQ-12. All levels of the independent variable showed at least some relationship with the dependent variable (r = ≥ .3) and no level of profession within the study showed high bivariate correlation. The regression showed that profession explained only 10.6% of the variance (R² = .106, F (11, 95) = 1.029, p = .428). Staff nurses made the strongest unique contribution to explaining the dependent variable, however this was not statistically significant (β = .328, p = .062, *see [table 3](#T0003){ref-type="table"}*).

###### 

Showing β values and levels of statistical significance for scores on GHQ-12 & STSS

  Profession                               GHQ-12        STSS (Intrusion)   STSS (Avoidance)   STSS (Arousal)   STSS (Total)
  ---------------------------------------- ------------- ------------------ ------------------ ---------------- --------------
  **Junior Dr.**                           .208 (.161)   .318 (.025)        .319 (.029)        .218 (.138)      .306 (.035)
  **Middle Grade Dr.**                     .144 (.318)   .242 (.078)        .320 (.025)        .134 (.347)      .256 (.070)
  **Consultant Dr.**                       .048 (.712)   .032 (.795)        .123 (.332)        -.008 (951)      .060 (.632)
  **Auxiliary**                            .162 (.177)   .141 (.214)        .242 (.040)        .094 (.425)      .178 (.126)
  **Clinical Sister**                      .079 (.525)   .165 (.163)        .187 (.127)        .202 (.102)      .197 (.105)
  **Nurse Practitioner**                   .013 (.903)   .066 (.503)        .106 (.297)        .088 (.392)      .0.3 (.349)
  **Staff Nurse**                          .328 (.062)   .394 (019)         .352 (041)         .268 (.122)      .359 (.035)
  **Paramedic**                            .059 (.750)   -.077 (.968)       .106 (.559)        -.037 (.838)     .031 (.862)
  **Clinical Support Officer (CSO)**       -.69 (.563)   .070 (.538)        .073 (.534)        -.018 (.882)     .047 (.686)
  **Emergency Medical Technician (EMT)**   .061 (611)    .224 (.049)        .209 (.077)        .061 (.607)      .178 (.126)
  **Ambulance Care Assistant (ACA)**       .070 (599)    .115 .(360)        .145 (.265)        .083 (.526)      .125 (.333)

### Secondary Traumatic Stress Scale (STSS)

The highest mean for the intrusion sub-scale was obtained by junior doctors (*M* = 12.45, *SD* = 4.547), avoidance sub-scale was obtained by auxiliary nurses (*M* = 19.00, *SD* = 5.831), arousal sub-scale was obtained by clinical sisters (*M* = 14.2, *SD* = 2.950) and highest mean for total scale score was seen within the sample of junior doctors (*M* = 14.36, *SD* = 11.483).

Multiple regression was used to see if profession predicted score on the scales on secondary traumatic stress scale. Within 'intrusion', profession explained 20.2% of the variance in scores (R² = .202, F (11, 95) = 2.183, p = .022). Staff nurses made the strongest unique contribution, which was also statistically significant (β = .394, p = .019). Junior doctors (β = .318, p = .025) and EMTs (β = .224, p = .049) also made statistically significant contribution.

Within 'avoidance', profession explained 14.6% of the variance in scores (R² = .146, F (11, 95) = 1.417, p = .155). Staff nurses made the strongest unique contribution, which was also statistically significant (β = .352, p = .041). Junior doctors (β = .319, p = .029), middle grade doctors (β = .320, p = .025) and auxiliary nurses (β = .242, p = .040) also made statistically significant contribution.

Within 'arousal', profession explained only 12.8% of the variance (R² = .128, F (11, 95) = 1.266, p = .526). Again, staff nurses made the strongest unique contribution, however this was not statistically significant (β = .268, p = .122). Within the total STSS score, profession explained 16.2% of the variance (R² = .162, F (11, 95) = 1.665, p = .093). Once again, staff nurses made the strongest unique contribution, which was also statistically significant (β = .359, p = .035). Junior doctors also made statistically significant contribution (β = .306, p = .035).

### Assessment of need questionnaire Relationship between standardised scores and job enjoyment

Analysis found a significant impact of job enjoyment on GHQ-12 in that those who enjoyed their job when they started but do not currently, obtained higher median scores than those who showed consistency in job satisfaction (Χ^2^ (7, N = 100)= 18.930, p = .008).

The same was found within STSS total and sub-scale scores, in that scores of intrusion Χ^2^ (6, N = 100) = 18.855, p = .003), avoidance (Χ^2^ (7, N = 100) = 25.910, p = .001), arousal Χ^2^ (7, N = 100) = 24.641, p = .001) and total STSS score Χ^2^ (7, N = 100) = 26.010, p = .001) showed statistically significant increases for those who enjoyed their job more compared with other groups.

No significant difference was found between scores on any scale when compared with how participants enjoy their job currently and whether they look forward to their job in the future.

### Perceived impact of occupational stress on mental health

When asked about the mental health impact of occupational stress, 69.2% stated that they thought occupational stress (either in the past or currently) has caused them psychological distress.

### Thematic analysis

***Q1. Briefly describe what you feel are your main sources of stress in the work place?***

Among the data, stressors were identified in 7 main themes. Some professions did not identify with a theme, and some themes were unique to certain professions.

The 7 dominant themes were; patients, resources, daily & long-term job concerns, other people & services, managerial issues and morale. Within these, sub themes related to more specific stressors. Some issues, such as '*upsetting clinical issues'* were described consistently by all professions as bereavement, serious medical traumas and emergencies involving children. Some sub-themes however emerged as unique to a profession. Some doctors within the sample spoke for example of feelings of isolation;

*'... others abuse the service offered by the emergency department... the lack of social interactions with other colleagues throughout the shift makes me feel isolated'*.

Some nurses spoke of the impact of stress on morale and group dynamics:

'*Negative comments from the press has lead to low morale among my colleagues...'*

Personnel from the ambulance service spoke of training needs and communication difficulties and how this is thought to contribute to stress within the workplace:

*'Lack of training in certain areas such as communication, paediatrics and maternity... There is no feedback from management on how I performed at the scene if any query or investigation takes place'*

***Table 4:** Showing dominant and sub-themes by profession from 'stressors' questions*

***Q2. Do you think work related stress affects your mental health? (Yes/No) If yes, how do you think that these stressors affect you?***

Through analysis, five themes emerged: low mood, anxiety/agitation, somatic difficulties, impact on relationships and poor self-care.

Participants discussed a decrease in mood often characterised through poor motivation, lethargy and thoughts of self-harm. Participants also frequently mentioned disturbed sleep including distressing, work related dreams. Anxiety was discussed, characterised through worries and feeling frequently '*on edge'*. In relation to somatic difficulties, some participants discussed the presentation of physical pain which has presented '*without any reason other than stress*.' Many reflected on the impact of their work on relationships with several participants stating that work stress has impacted negatively on marital relationships. The main theme emerging through self-care was related to maladaptive coping behaviour such as social withdrawal and increased alcohol consumption.

***Q3. Do you think there is anything that would decrease the potential for psychological distress and if so, do you think that there is anything that Psychological Therapies could provide?***

Four themes emerged: resources, working conditions, training and management/support. Within themes of *working conditions* and *management and support*, the most frequently expressed thoughts related to the need for protected breaks, reassurance and affirmation. When asked about potential input from psychological therapies, one respondent stated that:

*'Staff here feel anxious and isolated, anything that can reduce that would be beneficial'*

There were three emergent themes regarding what may be needed or wanted from psychological therapies; accessibility, talking therapies and psychoeducation. Within the dominant theme of talking therapies, three sub-themes emerged: Group therapeutic sessions, direct therapeutic support and critical incident de-brief.

DISCUSSION {#S0007}
==========

 {#S20008}

### Psychological distress

In the current study, although no professional group obtained scores within a clinically significant range, each profession (except CSOs) scored an elevated mean. These results suggest elevated levels of distress with potential differences between emergency medical professions.

### Secondary trauma experiences

The mean scores obtained for the STSS total and sub-scaled scores in the current study were higher than expected norms, suggestive of elevated levels of secondary trauma. Results found high levels of secondary trauma symptomatology across professions, with highest elevations in nursing and junior medical staff. These findings highlight the need for intervention.

### Job enjoyment and psychological wellbeing

Findings show a significant correlation between job enjoyment and distress. When participants enjoy their job less than when they first started, they were more likely to have increased scores on GHQ-12 and STSS. The direction of this relationship however is unclear; do people have higher psychological distress because they do not enjoy their job as much as they used to, or do people enjoy their job less because they are experiencing higher levels of distress? As reflected by the themes generated, it is likely that this is an individual experience based on a multitude of factors such as personal resilience, morale and environment.

### Exploring experience of stress and need

Themes identified by participants as their main sources of stress resembled previous studies. ^[@CIT0006],\ [@CIT0008],\ [@CIT0012]^ Participants discussed ways in which they felt stressors affected them including low mood and anxiety. The majority of the sample engaged in regular shift work and the impact of this on physical and psychological health is well recognised. ^[@CIT0023]^ With regard to the theme of self-care, many reported maladaptive patterns of coping, mirroring the findings of Roger\'s study. ^[@CIT0012]^

There were four areas identified as having potential for positive change. These related to improved resources, managerial changes and better working conditions. When discussing a potential role for psychological therapies, participants had varied ideas of what could be useful. The request for psychoeducation could be linked to the hypothesised high levels of resilience within the population. A dominant theme in the analysis was low morale and the need for group support and open discussion. Professional socialisation, social support and humour have been shown to enhance resilience in emergency medicine. ^[@CIT0024]^

LIMITATIONS {#S0009}
===========

The directional and causal implications of the relationship between enjoyment of work and psychological distress cannot be fully explored in the current study. Also, to allow for varied analysis and exploration of the whole data set, GHQ-12 was not analysed in relation to the sub-scales contained within the measure. Although the sample was representative for each profession, more ancillary and support staff would have been beneficial.

IMPLICATIONS {#S0010}
============

A population with varying levels of psychological and systemic need has been identified within the current study. Some participants asked for an easily accessible service from psychological teams which they can use if needed

The participants in the study suggested psychoeducation as a form of support that could take on the role of normalisation for staff working within emergency settings. It could be beneficial to highlight these experiences as a group experience and as a normal reaction to an abnormal or persistent level of stress. Emotional responses such as secondary trauma are not unusual, they arise frequently among those who care for victims of trauma and as such, should be made more aware to the caring professions. ^[@CIT0023]^

CONCLUSION {#S0011}
==========

Staff in emergency medicine have voiced their opinions on several issues related to their experience of occupational stressors. The elevated levels of psychological distress and secondary trauma point to the need for support on both remedial and preventative levels. The shape and structure of this support may be therapeutic, educational, communicative or consultative.
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